CASE REPORT
The patient is a 69-year-old white man with a medical history significant for bladder cancer, prostate cancer, chronic obstructive pulmonary disease, and hypertension. He was admitted to the hospital with the chief complaint of shortness of breath. The patient first noted becoming short of breath 2 months ago. His shortness of breath gradually worsened and 2 weeks before admittance he began coughing up a greenish sputum. Consequently, 10 days ago, he consulted a physician who prescribed a 5-day course of sulfamethoxazole and trimethoprim (Bactrim) without any relief of symptoms. Next he tried a 5-day course of cefuroxime axetil (Ceftin), again without relief of symptoms. The patient denied any fevers or chills. He had been previously exposed to asbestos.
Medical History
The to have decreased tactile fremitus over the left lower base and dullness to percussion over the left lower base. Results of the remainder of the examination were entirely normal.
Laboratory Data at Time of Hospital Admission
The WBC count was 7.7X109/L (7,700/mm3), hemoglobin was 134 g/L (13.4 g/dl), hematocrit was 0.38 (38 percent), platelet count was 297XI09 (297X103/mm3), alkaline phosphatase was 52 U/L, SGOT was 27 U/L, SGPT was 39 U/L, and LDH (ekta) was 498 U/L.
His chest radiograph showed a left pleural effusion (Fig 1) . No parenchymal infiltrate was visualized. A left lateral decubitus radiograph was obtained and showed that the patient had freeflowing fluid on the left side. No infiltrate was seen on the decubitus radiograph.
Hospital Course
At the time of hospital admission, the patient had a left thoracentesis performed. Total The PPD skin test was negative and the control was positive. Blood cultures were negative. Sputum Gram stain showed that the patient had 4+ WBC, 2+ Gram-positive rods, 2+ Gram-positive cocci in pairs, and 1+ Gram-negative diplococci. Sputum culture grew Haemophilus parainfluenzae and Moraxella catarrhalis.
Sputum for acid-fast bacteria was negative. Pleural biopsy specimen showed only chronic inflammation. A CT scan of the chest showed that the patient had a left pleural effusion, a fluid collection in the major fissure, and parenchymal changes consistent with an infiltrative process in the left lower lung base. There was no evidence of pulmonary nodules or masses. The CT scan showed multiple mediastinal lymph nodes, all <1 cm. The patient underwent bronchoscopy; no endobronchial lesion was seen and washings from the left lower segment showed that the patient had sulfur granules present. These contained filamentous non-acidfast, Gram-positive organisms on Gram stain. These could be differentiated from the broad hyphae of eumycetoma and the cocci without filaments of botryomycosis. Culture of bronchial fluid was positive and a diagnosis of actinomycosis was made. The patient was empirically treated with penicillin. After 4 days of penicillin treatment, the patient had a decrease in sputum production. His shortness of breath improved and his sputum, which was initially green, became white. A Hickman catheter was placed and the patient was discharged from the hospital on a home intravenous antibiotic regimen of penicillin with 4 million U every 6 h for a 4-week period as is usually recommended and will be continued on a regimen of oral penicillin later. Severo et a17 described cases of actinomycotic intracavitary lung colonization and indicated that there were a number of similarities between this condition and formation of fungus balls-most of these cases occurring in diabetic patients.
DISCUSSION
Klapholz et a18 described a case of pulmonary actinomycosis in a patient with underlying HIV infection. The diagnosis was made on histologic examination of a transbronchial biopsy specimen with the finding of granules.
Jensen et a19 described nine cases of thoracic actinomycosis during a 21-year period from 1966 to 1987. Three of the patients presented with a clinical picture of empyema and none had their conditions diagnosed preoperatively. The final diagnosis was based on direct microscopy or histologic examination of resected tissue.
George et allo indicated that granulomatous pleuritis comprised approximately 10 percent of pleural effusions and that a differential between mycobacteria, fungi, and nocardia was usually required for differentiation. They emphasized the value of pleural biopsy and serologic techniques.
In the case we are presenting, the patient had a productive cough and shortness of breath with subsequent finding of a pleural effusion. While the effusion was clearly an exudate, no organism was isolated from pleural fluid by smear or culture and pleural biopsy specimens were nonspecific. Bronchoscopy subsequently demonstrated the presence of sulfur granules and demonstration of the organism on Gram stain. Culture was subsequently positive. No granules were seen in the oral cavity and there was no evidence of contamination as a source.
This case is unique in that the patient had been ill for many weeks with only pleural effusion and no formation of the expected sinuses or abscesses that are usually noted by this time in the course of actinomycosis involving the chest. Symptoms resolved quickly following institution of penicillin therapy. The purulent sputum also cleared with the penicillin therapy.
Recommended therapy includes penicillin G, 10 to 20 million U/d intravenously for 4 to 6 weeks, followed by penicillin V, 2 to 4 g/d orally for 6 to 12 months, or ampicillin, 50 mg/kg/d intravenously for 4 to 6 weeks, then 0.5 g of amoxicillin orally three times a day for 6 months. A 58-year-old man was admitted to the hospital with unstable angina. He was a nonsmoker but had a strong family history of coronary artery disease and a moderately raised cholesterol level. Coronary angiography demonstrated significant three-vessel coronary artery disease with minor dyskinesia of the inferior surface and the anterior free wall of the left ventricle. The patient was referred for coronary artery bypass graft (CABG) surgery.
At operation the left internal mammary artery (LIMA) was harvested and both pleura were opened. The patient had a saphenous vein graft placed to the posterior descending branch of the right coronary artery and another to the first marginal branch of the circumflex system. The LIMA was used to bypass the critical proximal lesion in the left anterior descending artery. The pericardium, which had been opened through a vertical midline pericardiotomy, was not closed prior to closure of the sternum.
Three chest drains were used, one in the pericardium and one in each of the pleural cavities.
Postoperatively, the patient did well, remaining 1 day in intensive care; his chest drains were removed on the first postop-
